M
any aspects of care for critically ill patients that were once managed exclusively by physicians are now collaboratively managed by clinicians from several disciplines. [1] [2] [3] However, most of the responsibility remains with physicians to help surrogate decision makers deliberate about goals of care for patients with advanced critical illness. This is rational if decision making is conceptualized as a purely cognitive process requiring only physicians' technical biomedical knowledge. However, this narrow conceptualization is at odds with the reality that surrogate decision making is also an emotional and moral endeavor.
Moreover, the simple goal of ensuring timely, consistent communication in intensive care units (ICUs) is an organizational challenge. When conceptualized in this way, the importance of multidisciplinary collaboration is clear-no single individual has sufficient skills and time to attend to the diverse challenges that surrogates face in ICUs. In this article, I present a multidimensional framework of the barriers to high quality surrogate decision making in ICUs and present 5 ways that clinical nurses could be more explicitly incorporated into interventions to improve surrogate decision making in ICUs.
Multiple Barriers to High Quality Surrogate Decision Making
Early attempts to improve surrogate decision making focused on providing better information to physicians and surrogates. For example, the Study to Understand Prognoses and Preferences for Outcomes and Risks of Treatments (SUPPORT) 4 was a carefully conducted randomized trial that tested an intervention to reduce the frequency of highly technological deaths. The intervention provided physicians with computer-derived prognostic estimates and information about the patient's values. The intervention did not improve any of the prespecified study outcomes. Although there are several potential reasons for this, most experts agree that SUPPORT illustrated the shortcomings of interventions that focus narrowly on informational deficiencies. Multiple other factors contribute to the difficulty of surrogate decision making in ICUs. The Donabedian structure-process-outcome theory is a frequently used framework to study complicated health care delivery problems. [6] [7] [8] Accordingly, quality of care is determined by the causal linkages and interactions among patients, clinicians, the structural attributes of the health care setting, and the processes of care. 9 Applying this theory to end-of-life care in ICUs, poor quality surrogate decision making results from the interplay of clinician factors, family factors, process of care factors, and environmental factors. The figure summarizes the diverse barriers to high quality surrogate decision making.
Surrogates face emotional, psychological, interpersonal, and moral barriers to surrogate decision making. An example of an emotional barrier is the high levels of anxiety and depression surrogates experience when a loved one is critically ill. 10 A growing amount of empirical literature from decision psychology indicates that emotions can profoundly impact decision making. Very intense emotions can impair one's ability to process information and deliberate carefully. 11 Those experiencing strong emotions (ie, those in "hot states") make different decisions compared to subjects not experiencing strong emotions (ie, those in "cold states"). 12 These changes may be particularly problematic for surrogates who are being asked to deliberate about complex, trade-off filled decisions, such as those that balance quantity and quality of life. Thus, failing to attend to surrogates' emotions may introduce biases that could threaten patient-centered decision making. There are also physician-level barriers to high quality surrogate decision making. For example, physicians may be uncomfortable talking about uncertainty and may not fully attend to the important aspects of these conversations. [13] [14] [15] Physicians may be reluctant to discuss a transition from curative goals to comfort-oriented goals out of an unconscious belief that it signals that they have failed their patient. Moreover, physicians in ICUs often have very substantial constraints on their time because of the high patient volume and acuity encountered in many ICUs.
Structural and process of care attributes of ICUs pose barriers to good surrogate decision making. For example, the need to coordinate the schedules of multiple busy professionals and families is a complex organizational barrier. In many ICUs, there is no dedicated consultation room for clinician-family meetings. Another challenging structural attribute is the shift-based nature of work in ICUs, which makes it difficult to ensure a coherent plan of communication and decision making week-to-week. It is likely that these factors each contribute to inadequate clinician-family interactions that in turn mediate poor patient and family outcomes. In short, because the nature of the difficulties with surrogate decision making are multidimensional, so too must be the solutions.
The Rationale for Nursing Involvement
The traditional physician-driven approaches to counseling surrogates are not legally or ethically required. Moreover, these processes may not work well in ICUs given the ever-increasing time constraints on physicians. Other disciplines have responded to these pressures by developing models that give some responsibility to nonphysicians for helping patients or surrogates make decisions. For example, prenatal genetic counseling for pregnant women and couples is now largely performed by trained genetic counselors. 16 The Dartmouth-Hitchcock Center for Shared Decision Making has developed interactive decision aids for patients facing a wide range of preference sensitive medical choices; these decision aids are meant to help patients begin to formulate preferences at their own pace and style, rather than within the constraints imposed by physicians' schedules and communication skills. 17 Within the intensive care environment, the nursing ethic of caring and family-centeredness makes nurses well suited to help families with this aspect of care. [18] [19] [20] In addition, the clinical nurse's near-continuous presence at the bedside creates opportunities to work with families in ways that are not feasible for physicians. Moreover, the bedside nurse may have a deeper experiential understanding of the needs of individual patients' families.
Five Ways Nurses Could Facilitate High Quality Surrogate Decision Making
To illustrate the potential of nurse-physician collaborations, I describe 5 ways that clinical nurses could be given augmented role responsibilities to improve the quality of surrogate decision making in ICUs (Table) . It is worth noting that some nurses already carry out at least some of these functions. However, there has been little in the way of formal description of this model of collaboration and even less explicit sharing of responsibility in this aspect of care. This is a problem because a clear description of what a collaborative approach to improve surrogate decision making would "look like" is a necessary step toward refinement, stakeholder buy-in, and implementation. 
"
First, and most simply, the nurse could coach and motivate surrogates to highlight how important the family's role is in decision making.
experience as a surrogate, lack of prior conversations about treatment preferences with the patient, and poor quality communication with the clinical team. 22 The latter association raises the possibility that improving how families are educated about surrogacy may increase their comfort with the role. Unfortunately, audio recordings of ICU family meetings suggest that physicians often miss opportunities to educate families about surrogate decision making. 13 The bedside nurse could oversee educating family members about how to function as a surrogate. The educational goals could be as simple as a 3-point conversation: discussion of who will be the patient's surrogate(s), explanation of the ethical goals of surrogate decision making, and a conversation about patient's prior articulation of health care preferences. Clearly, such a conversation is emotionally difficult and must be conducted in a sensitive manner. In addition, it is necessary to develop a process of care to ensure clear communication of this information to the patient's physician.
Organize Regular Meetings Between Family and Multidisciplinary Team.
Although there is substantial evidence that structured communication between clinicians and surrogates promotes higher quality decision making, achieving regular communication is difficult. It is often time consuming and logistically complex to arrange multidisciplinary family meetings. Although more than 90% of ICU directors endorse the importance of multidisciplinary meetings with surrogates, they occur regularly in only 35% to 40% of ICUs. 23, 24 A main barrier to implementation is the logistics of coordinating schedules. 25 In many ICUs, physicians must actively choose whether and when to meet with the family. Changing this default to required meetings at a prespecified interval may be more effective. [24] [25] [26] Clinical nurses may be well positioned to oversee these efforts. They typically have a good understanding of physicians' and families' schedules, as well as the ability to be in easy contact with both. Giving responsibility for ensuring regular communication to someone other than the patient's attending physician may lead to higher rates of implementation. By analogy, studies on weaning patients from mechanical ventilation (another task that must occur regularly in ICUs for optimal outcomes) suggests that performance and outcomes are improved when responsibility is given to respiratory therapists for daily weaning trials rather than left to physicians. 1 The same logic may apply to ensuring regular communication with surrogates.
Prepare the Family for Each Multidisciplinary
Meeting. Just as physicians are taught to prepare for each meeting with families, 27 it stands to reason that families may benefit from a process of preparation for multidisciplinary meetings. Adult learning theory suggests it is beneficial for learners to identify in advance their goals and questions. 28 This may be especially important in the ICU because of the complexity of the decisions that surrogates face and the potential salutary effect of additional time to organize their thoughts. Learning how to be a surrogate can be likened to other complex learning tasks. Self-efficacy theory has frequently been used as the basis for interventions designed to change patients' and clinicians' behavior in health care settings. 29 The goal of the nursing interventions is to increase family members' self-efficacy over difficult communication tasks through coaching, skills training, and vicarious experience.
The clinical nurse could conduct a "pre-meeting" with family immediately before each multidisciplinary meeting. Although the particulars of each "pre-meeting" could be tailored to the individual needs of the family and stage of illness, 4 goals are generalizable. First, and most simply, the nurse could coach and motivate surrogates to highlight how important the family's role is in decision making. Second, nurses could help surrogates formulate their main questions for the physicians. The use of "question prompting" approaches has been used successfully in improving doctor-patient collaboration in oncology. 30 Third, the nurse could elicit the family's understanding of the patient's prognosis. Such an effort may be beneficial both in facilitating the crucial yet challenging discussion of the possibility of death, and also in bringing to light potential discordance expectations within the family. 31 Fourth, the nurse could assess the family's preferred role in decision making 32 ; this effort could be accomplished in a structured way by using a brief instrument such as the Degner Control Preferences scale. 33, 34 A final crucial element of the pre-meeting process is the sharing of this information with the other members of the multidisciplinary team. This information can be consolidated onto a 1-page "Individualized Feedback Form" and reviewed with the attending physician prior to the meeting. Important domains of content include (1) a summary of the patient's values and preferences, (2) the surrogates' main questions, (3) surrogates' quantitative estimates of the patient's prognosis for survival and return to baseline function, and (4) surrogates' preferred role in decision making.
Provide Emotional Support and 'Nudges' During the Multidisciplinary Meeting.
Nurses could ensure that the multidisciplinary meetings "stay on track" and are conducted in a way that is emotionally supportive of families. Empirical studies of clinicianfamily conferences in ICUs reveals that emotional support is often missing or inadequate. Family satisfaction is high when clinicians express empathy 35 and other forms of emotional support. 36 The clinical nurse could have the "assigned role" of monitoring the families' emotional state and responding to observed emotional cues in supportive ways.
The clinical nurse could also help ensure that key topics are covered, such as the family's main questions, the patient's values and prognosis, the treatment options available, and the key clinical milestones by which to assess the patient's progress. In testing a similar intervention at the University of Pittsburgh Medical Center, we have found that the "Individualized Feedback Form" gives nurses an opportunity to "nudge" 37 participants toward a discussion of difficult topics by saying, "one of the things the family has listed as a question is what are the likely outcomes of treatment." These nudges are often crucial in initiating deliberation about the emotionally difficult topic of whether the patient's goals can be achieved.
5. Facilitate the "the meeting after the meeting." Although much research has focused on ICU family conferences, there is another meeting that occurs after this meeting that is essentially unstudied-and it is a potential opportunity for nurses to support families. After physicians exit, families often remain in the meeting room to debrief and discuss the new information and decisions. Areas of disagreement or confusion sometimes surface, and nurses and social workers are often present for this "meeting after the meeting." Some nurses intuitively help families cope with the emotional and moral aspects of the medical information from physicians. This meeting is often a source of important insight about the family's understanding, emotions, and attitudes. The bedside nurse can contribute substantially to supporting the family by regularly creating the space for this conversation, facilitating it, and also by communicating to the other clinicians involved concerns or misunderstandings that come to light.
Potential Objections
Some might object that it is not feasible for nurses to acquire the skills needed for this type of collaborative model of decision support. Although it is true that this approach will require skills training, each component of the intervention role can be broken down into teachable steps and can be manualized. Moreover, the skills are generally refined versions of what some nurses already do. An alternative strategy is to consolidate these skills in the hands of a few nurses in every unit rather than attempt to train all nurses. Some ICUs already have "nurse care coordinators" whose job is to facilitate high quality care across multiple domains. These nurses could also be given the responsibility to implement this intervention for patients at high risk of poor outcomes. Pilot efforts of both types of nursephysician collaboration are warranted.
Physicians may object to sharing any responsibility regarding highly sensitive decisions with nurses. It is likely that this intervention will require a shift in the culture of some ICUs and a willingness to embrace a new model of care. Many ICUs have established quality improvement programs and this model of collaborative support for surrogates could be tested using existing quality improvement infrastructure. This will be more difficult in units in which there is not a strong degree of collegiality between different disciplines and in which change is resisted. Nonetheless, ICU cultures do evolve over time in the face of improvements in health care delivery, and there are evidence-based strategies to change physicians' behavior.
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Future Directions
Three decades of research in decision psychology suggests that there are complex cognitive, emotional, and situational barriers to good decisions. Although the expert technical guidance of physicians is indispensable, it is only part of what is needed to help surrogates make patient-centered decisions about goals of care. Collaborative models in which responsibilities are shared between nurses and physicians make more sense than the traditional physician-driven model. The next step is carefully controlled trials of such interventions, with rigorous assessment of the intervention's impact on meaningful patient, family, and health services outcomes. 
